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A PRACTICAL JOURNAL ON PSYCHIATRY AND NEUROLOGY 





Principles and Practice of Neuropsychiatry 


THOMAS J. HELDT, M.D. 
Detroit, Michigan 


The cement of friendship of the Central 
Neuropsychiatric Association possesses an 
unusual degree of cohesiveness and carries 
within it a leaven of understanding and con- 
sideration beyond that experienced in most 
other organizations, Although our roster, 
now in its 28th year, carries well over 250 
names of members, the CNPA retains a fam- 
ily unity and a mutuality of rare quality. It 
is precisely this family feeling and warmth, 
with which the Association has nurtured me 
since 1925 and honored me with its presi- 
dency in 1950, which makes me bold enough 
to choose the topic, Principles and Practice 
of Neuropsychiatry, for review. 

To my mind neuropsychiatry deals medi- 
cally with the reactions of the person as a 
whole in health and in disease; and, a neuro- 
psychiatrist is a physician skilled in the rec- 
ognition and the treatment of the various 
personal and interpersonal ills of the pati- 
ent. His primary focus of interest is always 
the structure and the function of the ner- 
vous system, but he is also versed in the 
total ensemble of the reactions of the pa- 
tient, sick or well. In this sense, general 
practitioners of medicine, surgeons, neuro- 
surgeons, internists, pediatricians and other 
Specially qualified physicians have knowl- 
edge, experience, and, I hope, interest in neu- 
ropsychiatry. 

To begin with, no neuropsychiatrist mer- 
its such designation unless he is, first of all, 


Presidential address read at the 26th annual 
meeting of the Central Neuropsychiatric Associa- 
tion, Cleveland, Ohio, October 13-14, 1950. 

From Division of Neuropsychiatry, Department of 
Medicine, Henry Ford Hospital, Detroit 2, Michigan. 


an actual physician. No man or woman 
should consider medicine as a career unless 
they unequivocally know that within their 
personal constitution there lies an inborn, if 
not instinctive, yearning to minister unto 
others in a medical way. Such essence, yes, 
quintessence, of goal-striving is a primary 
requisite. It is that very thing which has 
prompted the wives of many doctors to say: 
“My husband’s first love is his profession. 
I hold only second place.’’ Such need not 
be true for there are distinguishing charac- 
teristics between love of career and love of 
mate, but, it does serve to emphasize the 
depth of the medical desire. 

Adequately motivated, the medical neo- 
phyte should not hesitate to subscribe at 
the time of being admitted as a member of 
the medical profession to the Declaration of 
Geneva, adopted by the General Assembly 
of the World Medical Association at Geneva, 
Switzerland, in September, 1948. It reads: 


“I solemnly pledge myself to consecrate my life 
to the service of humanity. 

I will give to my teachers the respect and grati- 
tude which is their due; 

I will practice my profession with conscience and 
dignity; 

The health of my patient will be my first consid- 
eration; 

I will respect the secrets which are confided 
in me; 

I will maintain by all the means in my power, the 
honor and the noble traditions of the medical pro- 
fession; 

My colleagues will be my brothers; 

I will not permit considerations of religion, na- 
tionality, race, party politics or social standing to 
intervene between my duty and my patient; 

I will maintain the utmost respect for human life, 
from the time of conception; even under threat, I 
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will not use my medical knowledge contrary to the 
laws of humanity. 

I make these promises solemnly, freely and upon 
my honor.” 

Furthermore, he should have no difficulty 
in subscribing fully to the Medical Codes of 
the World Medical Association, the Canadian 
and the American Medical Associations, 


A medical graduate, man or woman, fully 
and properly schooled, and thus indoctri- 
nated, is ready to minister to his patient and 
to establish himself as a physician. 


In final analysis, the yard-stick which we 
use most in evaluating our adaptation and 
achievement is our personal interpretation 
of our constitutional endowments and our 
acquisitions through experience. You will 
pardon me, therefore, if I sketch for you 
those principles of medicine and neuropsy- 
chiatry which have crystallized for me in 
the 34 years of my professional experience. 
In my review today I have held them to ten. 
I shall first enumerate them; and, will then 
amplify them: 

I. Be a physician in full measure. 

II. Establish positive rapport with your patient. 

III. Grant first and private audience to your pa- 
tient. 

IV. Grant the patient ample time to tell his story. 

V. Hold inviolate that which your patient con- 

fides in you. 

VI. Let nothing compromise your professional dig- 

nity and standards. 

VII. Properly reflect self-respect to win the respect 
of others. 

Do not confuse medical ethics with social or 
even professional etiquette. 

IX. Let care of the patient include objectification. 
X. Have more interest in the personality and the 

illness of your patient than in his purse. 


As you read this enumeration of princi- 
ples you may judge that they are self-evi- 
dent truths and are of obvious simplicity in 
application. You may wonder why I should 
present a set of principles which are in daily 
use in the practice of medical careers. 
Mainly because I want to emphasize that it 
is precisely these principles of doctor-pa- 
tient relationships which are the principles 
of medicine and neuropsychiatry rather 
than the interpretative mechanisms and dy- 
namisms of the reactions of the patient. The 
latter are no less important, but they con- 
stitute a different focus of attention. With 
improper focus we shall continue to be guilty 
of overselling neuropsychiatry when at the 
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same time we are unable to deliver the goods 
—not so much a failure in quality but in 
quantity. 

The wholesome integration of medicine 
and neuropsychiatry is looked upon largely 
as a problem in psychiatry. There can be no 
such integration in adequate degree unless 
the graduating physician of tomorrow jg 
appropriately indoctrinated in the course of 
his training and is imbued with the usefyl- 
ness of such integrated knowledge and ap- 
proach. To foster this improved state of 
medicine the general practitioner must he 
willing to recognize the relationship more 
openly and the neuropsychiatrist must ¢o- 
operate by being more objective and tan- 
gible in the practice of his specialty. Let 
us return to the ground of mutual thinking, 


Be a Physician in Full Measure 

Be a physician in full measure. May the 
young man, or the young woman, when tak- 
ing an inventory of his life-goals, ambitions, 
and aspirations ponder well these words. Do 
not become a physician unless you are sure 
of your choice. Let your decision come to 
you with Divine sanction, as it were. I say 
this not to shake self-confidence, but to itali- 
cize not only the importance of initial train- 
ing, but also the importance of persistently 
keeping abreast with best current medical 
service. Take pride in libraries, most of all 
your own, which may well include: “Con- 
secratio Medici,’ by Dr. Harvey Cushing, 
“Religio Medici,” by Sir Thomas Browne, 
‘“Acquanimitas,” by Sir William Osler, “A 
Doctor of the Old School,” by Ian Maclaren, 
and others. Read them, refer to them; nor 
forget, now and then, to read the Word of 
the Great Physician. No busy physician can 
do all the reading for which he has a desire, 
but we must not be found wanting in this 
regard. Another fine thing to do, to increase 
the fullness of your measure as a physician, 
is to choose as an example that physician 
who calls forth from you your very best. 


Establish Positive Rapport With Your 
Patient 


When the graduate physician has at: § 


tained the rank of direct appointments with 
patients his reputation is much more exten: 
sive than he is aware. Many a patient on 
his first contact with his doctor, if first im- 
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pressions are favorably reflected, will spon- 
taneously remark: “Doctor, I had you in my 
mind a little differently than you are—I 
thought you were of smaller build and 
gruffer in speech,” or comment of similar 
type. Mind you, hearsay, your family back- 
round, civic status, location of office, hos- 
pital and social position, and kindred factors 
have all been passed in review through the 
mind of your patient prior to his meeting 
you, Next, he is in your office, ‘sizing you 
up’ quite as much as you are ‘sizing him up.’ 
On this mutual evaluation process your rep- 
utation rests at the moment, as does your 
capacity to help that patient. 


Grant First and Private Audience to Your 
Patient — 

There is only one person more important 
than yourself. That person is your patient. 
Grant that judgment and you will insist on 
the general rule that regardless of mental 
status the patient has truly the undebatable 
right to first and private audience with you. 
If your patient is conscious and mentally 
responsive he will be impressed by your rec- 
ognition of his personal rights and as his 
physician you will score a therapeutic credit 
mark of true worth. That does not mean 
that you will not give full consideration to 
relatives, to besetting circumstances, and 
environmental factors, great and small; but, 
it does mean that these considerata are al- 
ways given secondary placement in the eyes 
of the patient. 


Grant the Patient Ample Time to Tell 
His Story 

There is no factor in psychotherapy which 
can at all rank close to the element of time. 
It is those golden 60 minutes in every hour 
which hold first place. Despite the high value 
of those golden minutes to the physician in 
his therapy and in the responsibilities of his 
day, he must not “short-change” his patient 
in that regard, if assistance to his patient 
is his primary consideration—as of course 
itis. This is invariably true for the initial 
visits of the patient. If this cannot be true, 
the physician should not have arranged the 
appointment nor accepted its inherent com- 
mitments. After satisfactory rapport has 
been established with the patient, the time 
element is usually mutually adjustable. 


Granting the patient ample time to tell his 
story is not merely giving and collecting 
anamnestic data. It is therapy. The atten- 
tiveness of the physician, his thoughtfulness 
in avoiding interruptions, and his many 
other kindly reactions engender in the pa- 
tient a confidence in his doctor which is 
truly remedial. Giving close thought to the 
patient during his initial visits and exami- 
nations is highly rewarding in terms of what 
the physician needs in the treatment of his 
patient. Since words and motions are the 
tools of expression and hence disclose the 
language of the person, the physician is at 
that time in a very strategic position to in- 
terpret what his patient says and what he 
does. 


Hold Inviolate That Which Your Patient 
Confides in You 

To betray is treason. No person is more 
sensitive to betrayal of a confidence than is 
the patient. It has been said that “confi- 
dence is a plant of slow growth.” All the 
more important then it is for the physician 
to be ever mindful of such growth in his 
service to his patient. Confidence of the 
patient in his physician is almost directly 
proportional to the individualization and 
personalization granted him by his doctor. 
Hence, inviolate is not too strong a word to 
apply to the responsibility resident in with- 
holding from others that which the patient 
has given us in the privacy of his thinking. 
The law recognizes the “privileged commu- 
nications” between doctor and patient and 
the confidences of the patient are protected. 


Let Nothing Compromise Your Professional 
Dignity and Standards 

The dignity of the physician and his pro- 
fession is a sacred trust, It is more often 
besmirched by the physician himself than 
through any other source. Faulty habits 
too long persisted in, irascibility, untimely 
statements of prejudice and hostility, inju- 
dicious judgments, and indiscreet behavior 
are reflected very unfavorably and indelibly. 
In the interpersonal relationships of physi- 
sians, aggression is often confused with ini- 
tiative. On the other hand, spirited dis- 
agreement may not be hostility. Contests 
of knowledge between physicians should be 
devoid of reference to personalities. Strict 
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adherence to subject matter is a good guide. 
Professional problems and _ scientific in- 
quiries are too many and pressing to allow 
time for recitation of personal grievances 
and ruthless dissections. Derogations of 
person are not only discourteous but also 
truly out of place and jeopardize profes- 
sional standards. Our prejudices in think- 
ing and our biases of action will lose their 
deleterious impacts and will be self-neutral- 
izing if our professional mental horizons 
grow sufficiently in breadth and are cleared 
of disputatious fogs. 

In the discharge of his daily professional 
responsibilities the physician is always in 
the first rank of service. In this front line 
of duty he must remember not only to be 
human but also that he himself is human 
and hence is vulnerable to those attacks on 
integrity which may be lurking about his 
station. He will beware of all embroil- 
ments, masculine bribes, platitudes of poli- 
ticians, and proffered opportunities for self- 
aggrandizement. Of course, the deception 
of lycanthropy has no place in the conduc: 
of any physician no matter how stimulating 
the wiles of the female may become, 


Properly Reflect Self-respect to Win the 
Respect of Others 

“Never esteem anything of advantage to thee 
that shall make thee break thy word or lose thy 
self-respect.” 

These are the words of Marcus Aurelius 
Antoninus. May I add a few quotations from 
Epictetus: 

“Difficulties are things that show what men are.” 

“In theory there is nothing to hinder our follow- 
ing what we are taught; but in life there are many 
things to draw us aside.” 

“The appearance of things to the mind is the 
standard of every action to man.” 

“The materials of action are variable, but the 
use we make of them should be constant.” 

“Since it is Reason which shapes and regulates 
all other things, it ought not itself to be left in dis- 
order.” 

“Practice yourself, for Heaven’s sake, in little 
things; and thence proceed to the greater.” 

How truly pertinent it is then for your 
living example and mine to be such as to in- 
vite the respect of others. 

Well has it been said that, words once 
spoken are beyond recall; but, remember 
too, words are the carrier pigeons of your 
personality and like those homing doves 
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they come back to you with various Mes. 
sages, some good, some not so good. 

Gray hairs are not a sign of senility neithey 
are a few sporadic disclosures of hostility 
and disagreement evidence of the paranoid, 
Be sure therefore, that your Sampling of the 
conduct of others, patient and Colleague 
alike, is fair and adequate before concluding 
upon the presence of morbidity or aberra. 
tion. 

It is not given to all to do great things, 
but we can do small things in a great way, 


Do Not Confuse Medical Ethics With Social 
or Professional Etiquette 

‘Medical ethics concerns the moral principles of 
the art and the science of medicine. It considers 
the summum bonum, or highest good, of human 
action, the validity of sense of duty, and the char- 
acter and the authority of moral obligation. | 

“Etiquette is to manners what ethics is to morals, 
Although there be some overlapping and blending, 
medical ethics and medical etiquette should not be 
confused to the disruption of courtesy and profes- 
sional attention to patient and to colleague. Re. 
spect for womanhood and discussion of the purpose 
and the reasons for such respect is ethics. Doffing 
of the hat to a woman acquaintance as evidence 
of respect is social etiquette. That the gentleman 
observe in doffing his hat that he must, lest he ob- 
secure the vision of either with his hand and arn, 
use his right hand if he be on her right and his left 
hand if he be on her left, is conventional vogue, 
technique, or modus operandi of the social etiquette 
of the instance. A male physician in full respect 
of a female patient will not sit on her bed while 
obtaining an account of her symptomatology nor 
while making a professional visit. To do so is nei- 
ther good ethics nor acceptable medical etiquette. 
However, to do so may be proper, in the presence 
of a nurse, and while examining the patient’s chest 
by percussion and auscultation.” 


It behooves the physician, man or woman, 
at all times to be a gentieman and a lady. 
The Committee on Ethics of the American 
Psychiatric Association submitted the fol- 


lowing definitions: 

“A gentleman, however defined, is distinguished 
by the inviolability of his word, the incorruptibility 
of his principles and the daily uniform expression 
of his cultural refinements in his home and abroad 
A lady is a thoroughbred woman, as seen in the 
wholesome and acceptable living of her social sta 
tion, and in the unostentatious presentation of her 
personality attributes, instinctual and acquired.” 


Being a lady or a gentleman in the Fij 
Islands is one thing; being a lady or a gel 
tleman in the King’s court is quite another. 
Hence, the not infrequent claim by some 
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hysicians that doctors of medicine need no 
code of ethics beyond: “Just always be a 
entleman”’ is not sufficient; for, the conduct 
of the surgeon who can cancel the decorum 
of his bedside visit with a grunt and a nod 
is truly one thing while that of the psychia- 
trist and his staff in the bedroom of a manic 
woman is quite another. 


Let Care of Patient Include Objectification 

Tangibility is something the patient is 
constantly striving to obtain. Search for 
objectivity in his problems is one of the prin- 
cipal reasons why the patient often turns to 
“medical shopping” which is indirect evi- 
dence that his physicians have thus far 
failed in bringing to him in convincing man- 
ner tangible clues regarding his difficulties. 

Some 25 years ago, before our secretaries 
had learned to extract five, ten, or more dol- 
lars per visit from our patients without com- 
plaint for so-called “lip service,’ some of my 
patients would complain: “What! is that his 
charge for my visit to him, why all he did 
was talk to me.” The “laying on of hands” 
by the doctor is still expected, not in the 
mystic manner of the faith healer, but as 
part of his continuing examination, care, and 
positive rapport with his patient. Probably 
more defensively than otherwise and for the 
above reasons and many others, I have 
schooled myself always to do something to 
my patient. I must see their pupils, their 
mouth, teeth, tonsils, and throat, take their 
blood pressure, knee jerks, and even their 
pulse and temperature; observe them walk, 
stand, and balance themselves. This not 
alone at the time of the initial examination 
or visit, but also at all subsequent visits of 
counsel, advice, or reexamination. This at- 
tention combined with the habit of routinely 
having my nurse take the temperature; 
pulse, respiration rate, and weight of the 
patient, whether it be his first or 25th visit 
has saved me many times from making com- 
missions and omissions in the care of the 
patient. 


Not so long ago there came to my atten- 
tion a married woman in her thirties, who 
for almost a year had been much disturbed 
and perturbed by a sharply localized pruri- 
tus. She had faithfully reported for some 
months to the psychotherapist and analyst 
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without obvious relief. Finally in despera- 
tion her husband persuaded her to see the 
“skin specialist.” Simple inspection of the 
involved area brought the diagnosis: “pe- 
diculosis vestamenti.” A little insecticide 
ointment and lasting relief was at hand. I 
do not think I am penurious in giving credit 
but somehow I think the psychotherapist 
and not the dermatologist should have made 
that discovery. 


Clear it is then that the physician, what- 
ever his specialty, must himself be aware 
of objective manifestations to the point 
where his omissions will become progres- 
sively fewer as his experience grows. 


Have More Interest in the Personality and 
the Illness of the Patient Than in His Purse 


The human side of your patient, his very 
personal reactions, and the bodily and the 
physical formulations of his illness must 
always call forth from you considerations 
that out-rank material secondaries. 

Grant me a personal rumination: In my 
late teens while attending high school and 
trying to add to the family income I was an 
“office boy” to the village doctor, The doc- 
tor was my “hero” at the time. One night 
after a heavy day, the patients gone, the 
doctor was sitting at his desk making his 
income notations for the day. Admiringly, 
I watched him make his entries: 50c, $1.50, 
$2, $8 (a long drive to a patient in the coun- 
try), and so on. “Almost $20 today, eh, doc- 
tor,”’ I ventured. Slowly the doctor laid down 
his pencil and turned toward me. (Had I 
spoken out of turn?) “Tommie, cure the 
patient and the money will take care of it- 
self.” 

Our competitive living has reached a 
tempo where our wants far exceed our 
needs. What I want is no longer a measure 
of what I need. Grown up with dog and 
gun, it’s a fancy hunting rifle I want, but I 
need it not at all. The wife with a family 
of children over the years has wanted an 
automatic dishwasher, and even recently 
with only two of us at home she again ex- 
pressed her longing. But really she does 
not need it. A few short years ago as in the 
evening and on holidays we drove about in 
our car some hungry child must have said, 
“Gosh, I don’t see why they couldn’t bring 
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us a tray here to the curb.” It was not long 
until some shrewd man of business caught 
the idea and turned it into money values 
and now we have “Curb service.” The his- 
tory of miniature golf is not dissimilar. More 
recently, the waiting, the discomforts, the 
disquietudes of obtaining theater tickets 
caused someone to venture, “We should be 
able to watch a movie right from our car.” 
Again, you see the idea, the want, a luxuri- 
ous want, commercialized and we have the 
“Drive-in Theater’—so many in fact that 
competitive strangulation may ensue to the 
entire theater business with much displace- 
ment of dollars and cents. In the automobile 
industry a few new gadgets promote public 
wants and instill a race for the annual new 
model. Always the want rather than reli- 
able need leads the way. Truly, me-thinks 
“the cart is before the horse.” May the phy- 
sician be among the first to take warning. 
To me these principles, as enumerated and 
amplified, are maximatic. Successfully car- 
ried out in behalf of the patient they con- 
stitute fundamentals in the practice of med- 
icine and neuropsychiatry. Their application 
to the problems of the patient in the light 
of our professional knowledge, skill, disci- 
plines, techniques, and experience is the 
practice of neuropsychiatry, regardless of 
whether the problem be faulty adaptation, 





JULY 


emotional instability, personality disorder, 
nervous disease or injury, psychoneurosig 
psychopathy, psychosis, deformity, defi. 
ciency, or inebriety. 


A summary of my review lies in the jp. 
troduction to the Medical Code of the Cana. 
dian Medical Association and is succinctly 
sila as follows: 


‘‘As ye would that men should do to you, do ye 
even so to them,’ is a Golden Rule for all men, 4 
Code of Ethics for physicians can only amplify or 
focus this and other golden rules and precepts ty 
the special relations of practice. As a stream cap. 
not rise above its source, so a code cannot Change 
a low-grade man into a high-grade doctor, but jt 
can help a good man to be a better man and a more 
enlightened doctor. It can quicken and inform 4 
conscience, but not create one. Only in a few things 
can it decree ‘thou shalt’ or ‘thou shalt not,’ but 
in many things it can urge ‘thou shouldst’ or ‘thoy 
shouldst not.’ While the highest service they can 
give to humanity is the only worthwhile aim for 
those of any profession, it is so in a special senge 
for physicians, since their services concern imme- 
diately and directly the health of the bodies and the 
minds of men.” 


Finally in conclusion, these words by 
Abraham Lincoln: 

“I do the very best I know how ... the very best 
I can; and I mean to keep doing so until the end. 
If the end brings me out all right, what is said 
against me won’t amount to anything. If the end 
brings me out wrong, ten angels swearing I was 
right would make no difference.” 





Phenacetylurea In Convulsive Disorders 
GERALD F. PERRY, M.D., and 
SHERBORNE SIMONDs, M.D. 


New York, New 


The value of Phenurone (phenacetylurea ) 
as an agent in controlling clinical epilepsy, 
particularly the psychomotor type, has been 
demonstrated in reports that have appeared 
in the literature. The work presented here 
was designed to evaluate further the effec- 
tiveness of this drug in varied types of con- 
vulsive disorders with differing etiologies. 

In small animals Phenurone raises con- 
siderably the threshold of artificially pro- 
duced convulsions which is accomplished 
with a wide margin of safety.’ Following 


From the Neurological and Neurosurgical Serv- 
ice (Cornell Division), Bellevue Hospital, New York. 
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an early clinical investigation of the drug 
Gibbs, Everett, and Richards reported good 
to excellent results in 50 per cent of 90 pa 
tients who had been “resistant” to the anti- 
convulsants commonly in use.” In a later 
study Zeifert found Phenurone to be of as- 
sistance in the control of grand mal and 
psychomotor seizures among 13 “refractory 
eases of epilepsy.”* Little & McBryde re 
ported that Phenurone was of definite ber 
efit in the management of 16 patients with 
psychomotor fits.‘ A recent publication by 
Carter, Sciarra & Merritt® indicated that 2 
per cent of 88 patients were improved 0 
Phenacetylurea, while the remaining 68 pe 
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cent had no reduction in the frequency of 
their seizures. Improvement was noted in 
92 per cent of patients with grand mal seiz- 
ures, 32 per cent of the patients with petit 
mal and 17 per cent in psychomotor seizures. 

Undesirable side effects of Phenurone pre- 
viously observed include exaggeration of 
personality disturbances, insomnia, drowsi- 
ness, paresthesias, weakness, headache, fe- 
yer, palpitation, nausea, anorexia, abdomi- 
nal cramps, skin eruptions, and jaundice. 
Abnormalities in the urinary sediment (al- 
bumin, red blood cells, and casts) have been 
reported. Zeifert, in his investigation, noted 
that all patients specifically tested were ap- 
parently unable to conjugate hippuric acid 
while receiving Phenurone.’ However, no 
case of clinical liver damage was seen. For- 
ster and Frankel managed one patient in 
whom a generalized (transient) insensitiv- 
ity to pain occurred;° in another, fatal 
aplastic anemia developed, The latter, as 
pointed out by the authors, may have been 
attributable to previous Mesantoin therapy.’ 

Thirty-four patients (age 3!% to 61 years) 
were treated with Phenurone for three to 
eight months (average six months). The 
duration of illness in this group averaged 
15 years. All but three patients had been 
previously treated in the Neurology Clinic 
(Cornell Division) of Bellevue Hospital and 
more than half had been studied as in-pa- 
tients on the Neurology Service (Cornell 
Division). A large majority had been ob- 
served for more than three years. The 
widely used anticonvulsant drugs had been 
given singly and in various combinations. 
Initial selection of cases for this study was 
aimed at inclusion of convulsive disorders 
of diverse type and etiology, both controlled 
and uncontrolled with previous medication, 
in patients of reasonable reliability. Types 
of seizures included grand mal, psychomotor 
and petit mal. Among factors in causation, 
four cases were directly related to trauma, 
two followed acute infections, eight with 
congenital defects and the remainder of 


cases fell into the ‘idiopathic’ category. The 
last group had histories of head injury in 
the past and family history of epilepsy. It 
was also noted that eight out of the 16 fe- 
male patients had more frequent seizures at 
the time of their menses. 


Also, 22 cases 
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had disturbing emotional factors correlated 
with the onset and frequency of their seiz- 
ures. 


Method: 


Prior to the administration of Phenurone, 
preliminary evaluation of all patients was 
made with physical, neurological and psy- 
chiatric examinations. Determinations of 
blood heoglobin, red cell count, total and 
differential white cell counts were made, in 
addition to complete urine analysis and ic- 
teric index, Electroencephalograms were re- 
corded while the patients were continuing 
pre-Phenurone medications and on a few in 
whom all drugs were withdrawn. Results 
of previous spinal fluid examinations were 
available in most, skull films in all. Four 
patients were admitted to the hospital for 
trial of Phenurone under constant observa- 
tion. The remainder were followed at weekly 
or bi-weekly intervals, special attention be- 
ing directed to body systems previously re- 
ported to be unfavorably affected by the 
drug. The urine and blood examinations 
(including icteric index) were repeated at 
frequent intervals. Electroencephalograms 
were repeated one month after institution 
of Phenurone and again at four to six 
months. After three months of continuous 
therapy and at completion of investigation, 
other liver function tests were done, includ- 
ing cephalin flocculation, albumin-globulin 
ratio, and total cholesterol/cholesterol es- 
ters in all cases. 

Manner of Administration: Phenurone was 
given initially in 0.25 gm. doses three times 
a day. Other anticonvulsant drugs which 
the patients were receiving were reduced 
gradually while Phenurone was increased to 
1.5 gm. or 2.0 gm. daily when necessary. 
The switch-over to Phenurone was accom- 
plished in most cases within two to three 
weeks. In a few instances all previous med- 
ication was withdrawn abruptly before 
Phenurone administration. Of tlfe 34 pa- 
tients treated, 29 were observed on Phenu- 
rone alone during some period of the in- 
vestigation, If it became obvious that ade- 
quate control of seizures could not be ob- 
tained with Phenurone alone, other anticon- 
vulsant drugs were introduced in combina- 
tion. In only three cases was the daily dos- 
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One patient developed a constant headache 
one month after starting the medication, 
which subsided on withdrawal of the drug. 
Another had an exacerbation of her psy- 
chiatric symptoms. She was anxious, de- 
pressed and fearful and had more frequent 
psychomotor seizures. The third showed a 
marked increase in pre-existing personality 
changes, consisting of aggressiveness, hy- 
per-excitability and garrulousness. She also 
suffered from insomnia, headache, anorexia 
and muscular cramps. She had always been 
a difficult case to treat, Headache, insom- 
nia and anorexia were also complained of by 
the three cases given over 2.00 gms., but 
these symptoms subsided on reducing the 
dosage. None of our cases showed abnormal 
laboratory findings. One subject with pre- 
existing hepatomegaly and a pregnant sub- 
ject showed no evidence of toxicity. 
Discussion 

Under the classification of type of seiz- 
ures we have put the predominant type first. 
In many cases, especially in the “PM and 
GM” group, the grand mal attacks had not 
been evident for a number of years and at 
the time of the investigation the patients 
were suffering from psychomotor seizures 
only. Nine of the ten cases in the group 
were controlled, which is in agreement with 
the findings of previous investigators. Yet, 
in the psychomotor group only one out of 
four was controlled by the drug. Further, 
ten of the twelve cases with grand mal seiz- 
ures were controlled, This would point to 
the greater effect of the drug on cases hav- 
ing a grand mal component, which is in 
agreement with the results reported by Zei- 
fert* and Houston Merritt, et al.° The lat- 
ter, however, found greatest improvement 
in petit mal cases. From Table I it will be 
seen that case Nos. 1, 3, 12 and 27 required 
very small doses of Phenacetylurea com- 
parable to the equally small doses of pheno- 
barbital used previously. The latter three 
subjects took two tablets (0.5 gm.) a day. 
In order to make certain that none of these 
cases was in remission, the drug was with- 
drawn and seizures occurred shortly after. In 
one case, a boy of 18 years, seizures were 
brought on by exercises such as dancing or 
playing ball. This boy found that he could 
engage in all activities as long as he took 
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Grand Mal 12 6 3-1 partial 9 
GM and PM 3 1 lpartial 1 
GM and PeM 3 2 1 7 
Petit Mal 2 - - 2 
Psychomotor 4 1 - 3 
PM and GM 10 . 3-3partial 3 1 


GM=grand mal PM=Psychomotor PeM=petit mal 
*The first mentioned is the predominant type. 








age of Phenurone carried above 2.0 grams, 


Results: 

Table I gives an overall picture of the 
whole investigation. The results are sun. 
marized in Table II. 

Electroencephalographic results showed 
marked improvement in eight recordings af. 
ter the administration of Phenacetylurea for 
over three months. There was less marked 
improvement in another nine cases. Twelve 
cases showed no change in their electro- 
encephalograms. In the _ remaining five 
cases, follow up recordings were not avail- 
able. The E.E.G. findings in most cases did 
not correlate with clinical results. A typical 
sample is shown in Fig. 1. 


Fie L 

RE 

PAS \ per an 

ee 

Pars awe 

NIN 
Ise 

A ea 

AFTER 


BEFORE 


Fig. 1. E.E.G. recordings while on previous med- 
ication before Phenacetylurea and 3 months after | 
on combined therapy with Phenacetylurea. 
Toxicity: 

Three cases exhibited toxic symptoms 
which warranted discontinuance of the drug. 
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his two tablets a day. Withdrawal of the 
drug produced seizures with little exercise. 

Only nine cases failed to respond to phen- 
acetylurea alone or in combination with 
other drugs. These cases had failed to re- 
spond previously to any other combination of 
drugs. Two of the nine cases had petit mal 
seizures. Two other cases were not tried 
on the combination of Phenacetylurea and 
other drugs. 

We are of the opinion that Phenacetylurea 
may be as effective as the other anticonvul- 
sant drugs when used alone or in combina- 
tion with the other drugs. Further, there 
are a few advantages over other drugs, in 
that the drug has no sleep or depressant ef- 
fect as with the barbiturates, nor does it 
cause the hirsutism produced by dilantin. 
One of our patients was extremely grateful, 
after being given Phenacetylurea, because 
he worked at night in the trucking business 
and no longer felt sleepy or lethargic, the 
phenobarbital having been withdrawn. 

The objection to the use of Phenacetyl- 
urea has been based on its toxicity. We be- 
lieve that the high dosage used by the in- 
vestigators accounted for the high incidence 
of toxic manifestations, We have found that 
toxic manifestation appeared when the dose 
exceeded 2.00 gms daily. When it was found 
that adequate control was not established 
by the above dosage, the drug was reduced 
in dose and combined with another drug. 
Thus the drug was rendered less toxic and 
more effective. There are always a few pa- 
tients who fail to tolerate even small doses 
of drugs. However, the toxic symptoms are 
so obvious and usually precede any abnormal 
laboratory findings that early withdrawal 
is possible and would probably prevent any 
serious complication. In not a single case 
was there evidence of any blood dyscrasia 
nor liver damage. On the basis of this and 
other investigations, there appears to be no 
necessity for frequent blood counts and cer- 
tainly not oftener than required for Tridione 
and Mesantoin therapy. Houston Merritt, 
et al. found only one case of leucopenia out 
of a total of 88 investigated. 


Summary 


1) Thirty-four cases, representing all 
types of seizure disorders with varied etiol- 


ogies and having a duration of illness aver- 
aging 15 years, were treated with Phenace- 
tylurea alone and in combination with other 
anti-convulsant drugs over a period of six 
months or longer. 


2) Results indicated that Phenacetylurea 
was effective in completely or partially con- 
trolling 25 cases of psychomotor and grand 
mal seizures. The remaining nine cases 
were not controlled by other drugs as well. 
Four of the nine cases included two petit 
mal and two cases that were not tried on 
the combination of Phenacetylurea with 
other drugs. 


3) Withdrawal of the drug was indicated 
in three cases due to toxic symptoms. There 
was no abnormal laboratory finding to indi- 
cate a blood dyscrasia or liver damage in 
any of the 34 cases. 


4) We are of the opinion that Phenacetyl- 
urea should not be given in doses larger than 
2.00 gms daily and that it is safer and more 
effective in smaller doses used in combina- 
tion with other anti-convulsant drugs. Thus 
Phenacetylurea may be compared favorably 
with any other anti-convulsant drug. It is 
especially useful in combating drowsiness 
and lethargy in those patients so affected 
by phenobarbital and other drugs. It also 
avoids the hirsutism seen in young girls on 
dilantin therapy. 
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A Training Program For Out-Patient Psychotherapy 


H. WHITMAN NEWELL, M.D.* 
Baltimore, Maryland 


I. History of Program 


A new program for the treatment of 
adults and for training in psychotherapy 
was organized at the Psychiatric Clinic in 
September 1947. In this paper I will de- 
scribe this program, discuss the theoretical 
aspects and present some data from a study 
of the cases treated. This program was 
briefly described in a recent publication. ' 

The Psychiatric Clinic operates under the 
joint auspices of the Mental Hygiene Society 
and University Hospital, the bulk of the fi- 
nancial support coming from the Baltimore 
Community Chest, The clinic studies and 
treats both children and adults who are re- 
ferred by public and private social agencies, 
schools, physicians and the University out- 
patient departments. 

The rate of referral for treatment of both 
children and adults has rapidly increased 
since 1946 with the result that most patients 
must wait several months before treatment 
can be started. The same situation is true 
in psychiatric clinics throughout the coun- 
try and may represent an increase in actual 
need, as well as an increase in the aware- 
ness of the need. 

Since the emphasis of the full time train- 
ing program was on child guidance methods, 
the children were seen more promptly than 
adults. The program which I will describe 
was organized to reduce the list of adults 
waiting ior treatment. With the exception 
of the Phipps Clinic, most of the hospitals 
near Baltimore offering training in psychi- 
atry do not provide trainees with opportu- 
nity to work in an out-patient clinic, Be- 
cause of this, early in 1947, several men 
from nearby hospitals asked for supervised 
training in psychotherapy at our clinic. 
These requests and our increasing waiting 
list induced me to organize a training pro- 





*Clinical Director, The Psychiatric Clinic, Mental 
Hygiene Society of Maryland. Associate Professor 
of Psychiatry, University of Maryland. 

1. Newell, H. W.: Training for Psychotherapy. 
Bull. Sch. of Med. Univ. of Md. 34:34, July, 1949. 
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gram for men who had at least one year of 
psychiatric training. From September 1947 
to August 1948 ten trainees worked under 
the supervision of three psychiatrists. Start. 
ing in September 1948 this program was ex. 
panded so that 16 trainees were superviseg 
by four psychiatrists. The trainees came 
from Sheppard and Enoch Pratt Hospital, 
from the State Hospitals at Springfield, 
Spring Grove and Crownsville, from the Ma- 
rine Hospital, and from private practice, 
Most of these trainees were in psychoana- 
lytic training and were taking some courses 
in theory. The four supervisors have al] 
had experience in out-patient psychotherapy, 
they have all had some psychoanalytic train. 
ing, and three have had considerable experi- 
ence in supervision. Two of the supervisors 
volunteered their time, while two were from 
the clinic staff, In September 1949 the pro- 
gram was expanded to include 20 trainees 
and 5 supervisors, including 3 volunteers. 


The adult clinic meets one evening a week 
for three hours, each trainee, under super: } 
vision, treating two patients. Each trainee | 
spends one hour every other week with his 
supervisor discussing the four interviews he 
has had with his two patients. These su- 
pervisory discussions are focused on the im- 
plications of what the patient says and does, 
on the emotions expressed in the doctor-pa- [ 
tient relationship, and on evidences of coun- 
ter-transference. Thus these trainees are 
engaged in a vital learning process accord 
ing to the best standards of professional 
training, namely, by doing a job under 
skilled supervision. | 


II, Psychotherapy—tTheoretical 
Considerations 


There are many theoretical considerations 
in our treatment methods. Psychotherapy 
broadly defined would include a large va 
riety of techniques for the treatment of psy: 
chiatric conditions, For the purposes of 
this paper I will limit my description to the 
technique used in our clinic, that of seeing 
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the patient for a 50 minute weekly interview. 
This method will be compared to psycho- 
analysis as to its aims, the principles in- 
yolved, the indications and limitations, and 
its results. 

As in every type of psychotherapy with 
adult neurotic patients, the medical status 
should first be explored to determine whether 
the major difficulty is on a psychogenic ba- 
sis. As long as there are doubts in the ther- 
apist’s mind regarding this point he can do 
little to dispel doubts in the patient’s mind. 
Almost routinely we start therapy on a trial 
pasis for about two months. At the end of 
this period both therapist and patient can 
re-evaluate the situation as to whether they 
agree that further therapy is indicated or 
desired. This trial period technique is es- 
pecially valuable in gauging the genuineness 
of the patient’s motives and incentives in 
seeking treatment. 

As might be expected this method is less 
thorough and complete than psychoanalysis 
and for this reason its goals or aims are 
more limited, In our clinic no couch is used, 
the interview being conducted in sitting po- 
sition. I have used a couch in once a week 
psychotherapy and I see little difference in 
the character of the interviews or in the 
results. We do not always rigidly follow 
the time interval of weekly interviews. We 
often vary the frequency, particularly in our 
day clinic, so that patients may be seen 
twice or even three times a week for short 
periods, or they may be seen every two to 
four weeks. 

As to the character of the interviews, an 
approximation is made to free-association. 
The patient is encouraged to be spontaneous, 
the therapist intruding himself as little as 
possible, even in the early interviews. An 
occasional question is asked, relating to the 
material produced, to assure the patient of 
our attention and interest and to stimulate 
further spontaneity. When the patient says 
anything unusual, comment is made request- 
ing further elaboration, The patient is asked 
to try to think out loud, to say anything that 
comes to his mind during the interview. 

In the early interviews, interpretive com- 
ments are limited to, or focused on, acknowl- 
edging any emotion the patient has ex- 
pressed, or commenting on situations that 
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must be accompanied by emotion. Some- 
times as early as the first interview, it is 
possible to detect emotions expressed re- 
garding therapy and the therapist. These 
are acknowledged and commented on as they 
are recognized. When the_ transference 
character of these emotions can be demon- 
strated, it is brought to the patient’s atten- 
tion, and the resistances derived from trans- 
ference are discussed. Whenever transfer- 
ence and repetitive tendencies are noticed in 
relationship with other people they are also 
discussed. 

All this may sound like psychoanalysis 
but I would like to point out some important 
differences. One might ask, when a patient 
produces material arousing anxiety, how can 
he tolerate waiting a whole week before the 
next interview? Our experience shows that 
patients who have never experienced any- 
thing but weekly interviews adjust them- 
selves to this interval, As a result their un- 
conscious seems to provide an automatic 
regulator and not permit the patient to re- 
veal too much anxiety-laden material in any 
one interview. Sometimes, particularly in 
early interviews, we have found it useful to 
help the patient dilute, or limit, the dosage 
of anxiety material. Thus some patients in 
their first interview may feel so grateful to 
find someone who wants to listen that they 
pour out a tremendous stream of material 
that is deeply upsetting. Beginners often 
feel flattered and encourage the patient in 
this and are surprised when they fail to re- 
turn. This failure to return must be based 
on the anxiety and guilt aroused. We can 
only speculate that these patients have pro- 
jected fantasies about the therapist’s atti- 
tude, assuming that the therapist must be 
hostile or unforgiving after hearing their 
story. We have learned that, if the thera- 
pist interrupts this early stream of anxiety- 
laden material with some reassuring com- 
ments, the patient will return for further 
treatment. In doing this, we tell the patient 
that we appreciate how upsetting these facts 
must be, that in future interviews we will 
discuss these things in an attempt to under- 
stand them better, We then switch the con- 
versation to some mor» neutral topic. An 
important result of the patient’s automatic 
tendency to limit the dosage of anxiety ma- 
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terial is that transference reactions are usu- 
ally not as intense as in psychoanalysis. As 
a consequence, the analysis is not as com- 
plete or thorough. 

The weekly interval between interviews 
produces other noticeable effects. A conden- 
sation seems to occur with a more economi- 
cal use of the time. When an interpretative 
comment has been made that has any real 
meaning to the patient he has a week in 
which to rebel against it, mull over it, and 
finally to accept it. As a result the follow- 
ing interview has a distinctly different char- 
acter from that of a patient who sees his 
therapist every day or two. This economy 
often results in more rapid improvement per 
interview than is seen in psychoanalysis, 
though this is true only to a limited degree 
and may not be true of improvement per 
week or per month, 

This mention of improvement leads me to 
consider the goals and results of this type of 
therapy. Its results are achieved by con- 
sciously limiting the goals to the treatment 
of two or three central conflicts, rather than 
following every lead. As in any therapy, 
we often see the disappearance of symptoms 
even when no attempt is made to under- 
stand them. Conversely we also see patients 
improve in various aspects of their living, 
social relationships, ego functioning and the 
achievement of satisfactions, along with 
persistence of presenting symptoms. 

One might ask whether the _ results 
achieved are merely symptomatic improve- 
ments, or transference cures. I am sure we 
see such results just as we see patients who 
show no improvement. I do not believe that 
we see many transference cures as they have 
been described in the literature. These rep- 
resent a form of resistance based on more 
intense interpersonal emotions than are usu- 
ally seen in this type of therapy. I believe 
that in some instances symptomatic im- 
provement has social value to the patient 
and his family, when a more thorough ther- 
apy is not possible. However, we are never 
content with symptomatic improvement 
alone. We are able to demonstrate that this 
type of psychotherapy can effect more fun- 
damental changes in patients than is im- 
plied in the phrase “symptomatic improve- 
ment.” Some of our patients have been 
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able to achieve important insights into the 
dynamics of their illness and the nature of 
their defenses and, as a result, they have 
been able to become more mature jn their 
relationships with other people. This rather 
fundamental improvement in these patients 
is often accompanied by changes in the at. 
titude and behavior of other members of the 
family. 


However, this type of therapy has impor- 
tant limitations. Those due to defects jp. 
herent in the therapist are found in any type 
of psychotherapy and are particularly jo. 
ticeable in a training program. In genera] 
we feel that this type of therapy, in an out. 
patient setting, is not suitable for the fol. 
lowing types of cases: psychoses, marked 
character neuroses, overt homosexuality, 
chronic alcoholism, obsessional neuroses, 
and other neuroses of long duration and ge. 
vere incapacity, It is important to note, 
however, that we have often been surprised 
at the real improvement shown in patients 
we thought had poor prognoses. This jg 
important to consider in the screening and 
selection of cases, and emphasizes the value 
of the trial period of treatment. We feel 
that this method is especially suited for the 
treatment of acute or mild neurotic condi- 
tions, particularly in previously well-ad- 
justed patients whose ego functioning is still 
fairly intact. In such cases psychoanalysis 
is often either impossible to obtain, or may 
not be the most suitable therapy. 


III. Study of Cases Treated 


Since September 1947 treatment has been 
undertaken for 73 patients. These have 
been classified roughly into three groups: 
(1) Those showing marked improvement; 
(2) Those showing slight improvement; and 
(3) Those showing no improvement. Evall- 
ation of the results of psychotherapy is still 
far from scientific, and errors are due toa 
wide variety of subjective factors, I have 
attempted to reduce these by three devices: 
(1) Clear definition; (2) Consultation with 
colleagues; and (3) Giving the lower of two 
ratings whenever there was question or de 
bate as to which category was correct. It 
regard to definition, a patient was classifiel § 
as showing marked improvement when a 
least three of the following four criteri 
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were met: (1) Treatment was terminated by 
mutual consent of patient and therapist be- 


cause of improvement; (2) Some genuine 
insight has been achieved into the dynamics 
of his illness and the nature of his defenses; 
(3) The disappearance of most, or all, of his 
presenting symptoms; (4) Improvement in 
his interpersonal relations outside the clinic. 
A patient was classified as showing slight 
improvement when changes could be dem- 
onstrated in any two of the above criteria. 
The definition of no improvement hardly 
seems necessary as it is so easily demon- 
strated. 

Applying these categories to the 73 pa- 
tients, 13 or 18“ showed marked improve- 
ment, 37 or 51% slight and 23 or 31% no 
improvement. Since most of the patients 
whom we feel are not going to benefit by 
this treatment are dropped during the trial 
period of eight interviews, it would be of 
interest to evaluate the results of the 42 
patients treated for nine or more interviews. 
Of these 13 or 31‘¢ showed marked improve- 
ment, 24 or 57° slight, and 5 or 12% no 
improvement. Of this group 12 have been 
seen for more than 30 interviews, the largest 
period being 49 interviews. 


Attention will be focussed on the extreme 
groups, those showing marked, and those 
showing no improvement, in the hope that 
more useful information can be gained from 
these groups. Of the 23 patients showing 
no improvement, 18 were seen less than 9 
times, Six of these patients started their 
treatment recently and in most of these the 
prognosis for improvement seems to be 
fairly good. Treatment was discontinued 
on the rest—17 patients. The commonest 
reasons for discontinuing treatment were: 
(1) The patients saw no point to psycho- 
therapy, insisting that their condition was 
organic, or demanding only medical treat- 
ment (7 cases); (2) For 4 patients hospi- 
talization was recommended, because of se- 
vere depression (2 cases) or schizophrenia 
(2 cases); (3) Other cases showed: an or- 
ganic brain condition (1 case), a severe 
psychopathic character neurosis (1 case), 
an extremely schizoid, inaccessible personal- 
ity (1 case), and an overt homosexual who 
chose not to continue (1 case). 

Of the 13 patients who showed marked 


improvement all were treated for 9 or more 
interviews. Half (6) have been closed for 
9 months or more, up to 14 months. No 
follow up study has been done of these cases. 
Only one patient has re-applied for treat- 
ment although he stated that he is still 
greatly improved since his treatment stop- 
ped 10 months ago. 

To show how this type of therapy con- 
ducted by a trainee can be beneficial, I will 
set forth interviews from the case of Mrs. S., 
a 32 year old white, married woman who 
was referred by Dr. L., an internist, because 
of functional gastric symptoms and inabil- 
ity to eat certain foods. Treatment lasted 
for 18 interviews from September 28, 1948 
till March 31, 1949, with a month out for 
the therapist’s vacation. The therapist is 
a woman psychiatrist in training at a state 
hospital. The reported interviews give a 
picture of content, method and progress: 

“Mrs. S., a pretty, plump woman, easy to look at 
and easy to talk to, had no difficulty talking about 
her problems. She is of average intelligence, ex- 
presses herself well, and is anxious to be helped. 
She told me that she had been in touch with her 
family physician, Dr. L., advising him that she had 
this appointment at the Mental Hygiene Clinic and 
that she was sure that this would be the beginning 
of her recovery. The doctor told her that he would 
like a report of her progress. 


“She spoke about her family in a matter-of-fact 
way without emotional display, stating that they 
were never a closely knit unit. She mentioned that 
her parents were of very different background but 
I could not elicit what importance this had for her. 
Her father was a college graduate but her mother 
had ‘not even an eighth grade education.’ She re- 
marked, however, that they loved each other very 
much and were so wrapped up in each other that 
they had no time for and little interest in their 
children. She never felt close to either parent and 
all the other children felt the same. According to 
her account there was little warmth between the 
siblings. She told me that neither of the children 
was wanted and that she suffered from being an 
unwanted child and while she related this she 
seemed to be upset. In the same breath, however, 
she mentioned that she does a lot of things so as 
not to disturb her mother. 

“This interview started with the patient describ- 
ing her background. At that point I interrupted 
and asked what her problem was and what brought 
her to the clinic. She told me that seven years 
ago, on July 4th, she woke up with a ‘black’ feel- 
ing. She could hardly eat breakfast. While on a 
street car en route to a baseball game she had to 
get off and go home because her stomach was ‘turn- 
ing over.’ She said she had not vomited, she only 
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felt like it. At that time she had been married 
about one year and lived with her in-laws. She 
said she loves her mother-in-law, has more confi- 
dence and more feeling for her than for her mother, 
but hated her father-in-law. Asked what caused 
that sudden upset on that special day she blocked 
somewhat and then mentioned that perhaps it was 
something between her and her husband. I invited 
her to tell me about the difficulty and after some 
groping she told me that her husband had been out 
of work for about three months. ‘It was I who had 
told him to change his job. It really wasn’t his 
fault.’ They had used all their savings and she felt 
that she ought to tell him to get a job—any kind 
of job at which he could earn money—but ‘he en- 
joyed his vacation so much that I just shut up.’ 
Since that time she has noticed that her stomach 
feels funny and she becomes upset and tremulous 
when she is irritated and apparently she is unable 
to put into words what she is thinking. She de- 
scribes her stomach symptoms as like ‘somebody is 
tying it into a knot’ and she also mentions trem- 
bling. She denied that she shows her trembling 
on the outside. I suggested that this must make 
her quite tired and she asked, ‘How do you know? 
That is just it. I am just worn out from putting 
up a front.’ 

“We talked about her marriage and she described 
it as ‘ideal’ and that there is absolutely nothing 
wrong with her husband. It seemed to me that 
this should be a source of discussion in the future. 

“She asked my opinion of her and her symptoms 
but I told her it was too early to know exactly 
what was wrong with her. But I thought that she 
was swallowing too much when hurt or upset and 
this in turn could easily upset her stomach. She 
asked what she should do about it and I suggested 
that she should speak up sometimes and tell people 
what she thought instead of always being friendly 
and pleasant. She mentioned that nobody thought 
her nervous and upset because she was always con- 
sidered a friendly and pleasant person. I advised 
her that perhaps psychotherapy would change her 
into a less pleasant person which she should con- 
sider before going on with therapy. Nothing, how- 
ever, could scare her off. The length of the therapy 
was discussed and it was recommended that a se- 
ries of eight to ten hours be given, after which we 
would have opportunity to summarize results and 
discuss the advisability of continuing. When fees 
were discussed I learned that before she even came 
into my office she had paid three dollars to our 
secretary, considering this a fair sum though it 
prevented her from ‘going to the movies occa- 
sionally.’ ”’ 


This interview indicates that there was 
some psychotherapeutic help from Dr, L., as 
she showed an unusual readiness for treat- 
ment. In her second interview she related 
a dream about a hospital that had transfer- 
ence significance, complimented her thera- 
pist on helping her. On succeeding inter- 
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views she told of her attachment anq fear 
of her father and alternately talked about 
her husband and father in similar terms. 
She expressed many feelings which she had 
long hidden, was able to cry for the firg 
time in years and expressed much pent up 
resentment against her husband. At the 
same time she reported changes in herself 
She was able to eat many foods she hag 
been unable to touch for years, she showed 
genuine interest in other people and gaye 
up blaming others for her illness, insteaq 
searching for the causes in herself. On two 
occasions she telephoned her therapist be. 
tween interviews, during periods of anxiety, 
and received the reassurance she craved. 


The twelfth interview is given in some 
detail as it represented a crucial phase in 
her treatment, In the tenth interview, be. 
fore another important confession, she ex. 
pressed conscious resistance to treatment by 
saying, “Several times I was actually afraid 
of coming to see you and was about to give 
up, but then I realized how much better | 
felt after having seen you, so I kept on con- 
ing.” In the eleventh interview she asked 
to be transferred to Dr. L., her physician, 
who was now in our clinic. Her therapist 
advised her that this would have to be dis- 
cussed with the clinic director. Progress 
became more rapid after the twelfth inter- 
view. 


Twelfth Interview (1-27-49) 

“Mrs. S. was early as usual for her appointment. 
She looked better than during the last interview 
and immediately launched into a detailed report 
about the way she is feeling. She sees herself now 
as a spoiled brat. ‘If I don’t get my way I whine. 
I still do it and I did it as a child.’ And then she 
continued, just pouring out the things she did in 
her earlier life. ‘I cheated in school. I took things 
that didn’t belong to me. I lied. I lie even now. 
I see now why I thought I hated my father. I 
loved him very much when I was young. He was 
an upright man and if he would have found out 
what I had done he would have punished me se 
verely. I feared what he would do to me if he 
would find out. Once we had an oral test in school 
and I had the book along side of me on my seat. 
The teacher found out and reprimanded me in 
front of the class. I never forgot the shame. Once 
I was baby sitting when I was very young and the 
people thought they wouldn’t have to pay me much 
because of my age. I received only 35 cents. | 
felt underpaid so I took a dollar, thinking it was 
due to me. The next day the man called up and 
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wanted the dollar back. I was petrified. I said I 
qidn’'t take it. My husband, Ed, is just like my 
father. He is upright and honest. Sometimes I 
nave to lie to him too, to get over the lies I said 
pefore. I actually feel this is my problem. I feel 
ashamed of the things I did. I violated about all 
the things in the book.’ I asked her since when 
she has such a critical view of herself and she 
told me that since last Monday she was able to 
think of those things and the moment she was 
able really to face it she felt more relaxed. ‘Much 
more relaxed than ever in my life.’ She also told 
nat she couldn’t wait to see me to tell me all 
‘I didn’t dread it. ‘I really wanted 
to tell you.’ She told me that this is the first time 
she ever talked about those things. She mentions 
that she sees her father in a different light. She 
state she always wanted to be with him but at the 
same time she was afraid what he would do to her. 

“This self-accusation and her fears of being dis- 
covered led me to ask if her being alone in the 
family group and outside had anything to do with 
her fear of being discovered as a lying, stealing 
and cheating youngster. She admitted this im- 
mediately and blamed herself and her behavior for 
the fact that she stayed out of the family group and 
not the treatment she received from the family. 

“Toward the end of this interview Mrs. S. told 
me that she had decided to stay with me and not 
to work with Dr. L. She admitted that last week 
she thought it would be a way out, not to see me 
any more and to start anew with Dr. L. She 
thought perhaps that the facts she told me today 
were already in her mind and she was afraid to 
tell them to anybody. Today she feels strongly 
that she should ‘stick it out’ with me. She thought 
that she would in the near future be through the 
worst of her troubles and would be able to get along 
without visiting the clinic every week. This was 
an opportunity for me to tell her that in February 
I would go on vacation and would not be able to 
see her for three weeks which time she could use 
as a test period to find out if she really needed 
psychotherapy. She was not at all panicky when 
I told her of my vacation plans. 


“She again talked about her fear of her father 
and her love for him and I considered this the 
right moment to mention something about her at- 
tachment to her father and her conscious and sub- 
conscious wishes to have her father for herself, 
not only as a father but as a man and a husband. 
She was neither shocked nor surprised about this 
and nodded her head several times while I told her 
that. I suggested that the difficulties with her 
husband might be due to comparing her father with 
her husband and perhaps sometimes believing that 
they were one person. We talked openly about 
incest and what it means and that one just doesn’t 
do things like that, even in one’s thoughts and one 
feels guilty because of it. She left in good spirits, 
looking forward to the next interview.” 


me t 
these things. 


In the following two interviews she spoke 
of her need for self punishment coupled 


with her wish to hurt and punish others. 
She told of a conversation she had with a 
friend who is being analyzed, Her friend 
asked her, ‘‘How can you get along on just 
once a week? I need my analyst at least 
four times a week.” The patient replied, “I 
would perhaps feel better if I had a chance 
to talk with my doctor more often but she 
is in the clinic only once a week. That is 
bad, but it is also good, because that leaves 
me with my own problems and it forces me 
to do something about them.” 


Fifteenth Interview (3-8-49) 

“This interview took place after a four-week 
interval when I returned from vacation. Mrs. S. 
commented on my tan and asked if I had had a 
good rest. She volunteered that the period of my 
absence had not been too difficult and not once 
did she go to Dr. L. to talk to him about some of 
the things she had found out about herself. She 
then spoke of herself and of the things she did. 
She reported, ‘You remember that I told you I 
dreaded my husband’s homecoming. You know that 
I have found out it is the same feeling I had when 
my father came back from his trips. Not only 
myself, but the whole family dreaded his home- 
coming.’ She also told me that she had been able 
to talk to her husband about these things, espe- 
cially her feelings toward her father. By this she 
apparently meant that she related the explana- 
tions of her difficulties, those suggested by me or 
to which she came by herself. 

“She talked more about her father. She told me 
that he died in August 1938. She had met her hus- 
band the previous May when her father was al- 
ready bed ridden and the two never met. I asked 
her point blank if she had ever wished that her 
father would die while he was sick or before, and 
she said, ‘Yes, I did. I didn’t know it until you 
asked me the question, but I certainly wished he 
would die. You know why? Because I wanted 
people to feel sorry for me.’ When her father fi- 
nally died, she thought that she was being pun- 
ished for her thoughts. 

“Without any urging from me she told me about 
an experience she had as a very small child. While 
5 years old she woke up once during the night. 
‘There always was a light in the house. My fa- 
ther couldn’t be in a dark house. I wonder if this 
has something to do with the way he treated me 
and the way he acted. He couldn’t have been very 
happy and well if he was afraid of the dark.’ She 
got out of bed, went to her parents’ bedroom and 
lay there for a while. She doesn’t know if she was 
panicky or why she actually went to his room, but 
questioning revealed that her younger brother (the 
one who took the father’s attention away from her) 
had been born shortly before this. 

“She then told me of a dream she had fairly re- 
cently. She dreamed that she and her husband 
were driving a truck when they came upon an ac- 
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cident. She saw three neighbors, close friends of 
theirs, a man, a woman and a child, involved in 
this accident. The man had his head cut off and 
our Mrs. S. was very frightened. Still in her dream 
she told her husband to drive home to see if those 
friends and neighbors were really hurt. She turned 
to her husband for consolation in this dream and 
clung to him as they drove back. She was over- 
joyed to learn that the friends were unhurt. 

‘‘When I asked about the butterflies in her stom- 
ach, she replied, ‘I know why I have them. I found 
it out by myself. You know when I was a child 
at home, most of the family quarrels were at the 
dinner table. Finances were always discussed. I 
dreaded going to meals and sometimes I felt sick 
when my father and mother were quibbling.’ She 
told me that she had these same butterflies a few 
weeks back when her husband’s boss took her and 
her husband to lunch. She was afraid that she 
wouldn’t know how to behave and she felt sick and 
nauseated during the meal. ‘I was mad that I 
couldn’t have anything but a sandwich and coffee, 
whereas the boss’ wife ordered shrimp, steak, etc. 
That made me so mad that I decided really to find 
out why I have those feelings in my stomach and 
then I remembered about the quarrels my parents 
had at the dinner table.’ She told me that she still 
occasionally feels uncomfortable at the thought of 
eating in a restaurant but she insists that they go 
out with friends and now she feels less uncom- 
fortable. 

“Occasionally she feels guilty about the things 
she was thinking, like killing her husband etc. She 
talked at great length about ‘loving Ed as I did 
my father’ but could not understand why she had 
to hate Ed at certain times like she hated her fa- 
ther. I tried to explain to her that most probably 
subconsciously she couldn’t permit herself to think 
of Ed as her lover because this would be like lov- 
ing her own father in that way. 

“After a pause she said that she had acquired a 
different feeling for her father. She does not ac- 
tually hate, nor does she love him as she thought 
she did. ‘Perhaps he wasn’t happy either. I try 
to look at him as he really was, not too good, not 
too bad. I remember that when I heard of a great 
man, when anybody mentioned a successful man, I 
always had to compare him with my father.’ In 
retrospect she believes her father was probably 
lazy. I brought out the relation to the first symp- 
toms when she was annoyed that her husband 
wasn’t concerned that he didn’t have a job. She 
could see this too and mentioned again that a fear 
of insecurity existed during her childhood and cer- 
tainly later when she was married.” 


During the last three interviews she dis- 
cussed the termination of our meetings with 
mixed feelings but with a definite indication 
that she could handle her problems without 
help. She said she was now more able to 
enjoy life and added, “I have to make up for 
lost time.” 
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IV. Conclusion 

In this paper I have described an eXperi- 
ment aiming at the simultaneous solution of 
several problems. Our public psychiatric 
clinics are under an ever increasing pres. 
sure to treat more patients, adults and chi}. 
dren, suffering from neuroses and emotiong] 
disturbances, At the same time many psy. 
chiatrists in training in various hospitals 
in and near Baltimore, are not receiving the 
experience they need in their training, 
namely, supervised psychotherapy. The ex. 
periment I have described represents rea] 
benefit to both patient and therapist. The 
clinic benefits by handling more people with 
less waiting for treatment. It has heen 
demonstrated that the patients themselves 
benefit from this program. And finally, the 
psychiatrists in training benefit by enrich. 
ing their experience, and giving an oppor- 
tunity to learn a practical method of ther. 
apy. 

The cost of this program to the comm- 
nity is relatively low. The psychiatrist in 
training donates his time as a part of his 
training. The supervisor, salaried or vol- 
unteer, carried the supervision of four pa- 
tients for every hour spent in the clinic, In 
addition a psychiatric social worker assists 
in screening new referrals and in interview- 
ing relatives. 

This experiment raises many questions as 
to how the program can be improved or ex- 
tended. One problem requiring consider- 
able thought is, how to improve the selection 
of proper treatment cases, and at the same 
time get referring physicians to accept our 
judgment that certain patients are not suit: 
able for this kind of treatment. Other prob- 
lems are related to improvement of the 
techniques of therapy and supervision. In 
this respect much can be learned by a closer 
study of the factors entering into those 
cases showing no, or only slight, improve 
ment. Questions also arise as to how far 
and in what directions this type of program 
should be extended. Should this type of 
training be offered to physicians in prat: 
tice, to residents, internes and medical stu- 
dents? Another question that concerns Us 
is how this program can be extended to it: 
clude training in the examination and treat: 
rent of children. 
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Alteration of Accessibility With Scopolamine 


RICHARD D. GOLDNER, M.D., and 
GORDON R. FORRER, M.D. 


Ypsilanti, Michigan 


The success of a psychiatric interview de- 
pends to a large extent upon the cooperation 
and responsiveness of the patient; this may 
be termed accessibility. Those mentally ill 
patients with no evidence of cellular destruc- 
tio of the central nervous system fre- 
quently present defense mechanisms which 
prove a barrier to the interview situation. It 
has been known for many years that cer- 
tain drugs are capable of altering the state 
of consciousness of an individual so that 
otherwise protected information is released 
upon questioning. Examination of the med- 
ical literature indicates that hyoscine hydro- 
bromide (scopolamine) is one of these 
drugs. 

R. E. House’ reported the successful use 
of scopolamine hypodermically in the exam- 
ination of criminals. A simplified technique 
using scopolamine in dosage of grain 1/200- 
1/50 was later reviewed by Lorenz.* House* 
applied the knowledge of his tests with crim- 
inals to the problem of institutional mental 
patients and found that ‘memory could be 
extracted from an insane person as well as 
from the mind of a sane one.”’ _P. R. Vessie* 
performed the investigative work on mental 
patients as suggested by House. The tech- 
nique utilized grain 1/50 of scopolamine 
which was injected hypodermically in two 
equally divided doses within 15 minutes. 
Apomorphine grain 1/30-1/40 was incorpo- 
rated with one of these doses in the belief 
that it prolonged the effect of scopolarine. 
One-half hour later if associative reasoning, 
attention and memory appeared adequately 
impaired, chloroform anesthesia was applied 
for a brief period. The patients were inter- 
viewed as they recovered from the effects 
of anesthesia. Those patients reported upon 
were not specifically diagnosed but most 
were apparently schizophrenics. Certain pa- 
tients became more accessible and expressed 
truths and delusions which could not previ- 
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ously be elicited. Following recovery from 
effects of the drugs some patients showed 
improved ward behavior and acknowledged 
information which they had expressed dur- 
ing the previous interview. Paranoid pa- 
tients showed the most favorable response. 
Kelly’ favorably mentioned the use of sco- 
polamine as an adjunct for amytal inter- 
views. 

The present study was designed to ob- 
serve any alteration of accessibility of in- 
stitutional paranoid patients with the use 
of scopolamine alone. Paranoid types were 
selected because of their characteristic eva- 
Siveness at interview. Fifteen patients, one 
woman and 14 men, were examined: para- 
noid schizophrenia, 8 patients, mixed schiz- 
ophrenia with paranoid features, 6 patients, 
and one patient recovering from a hypo- 
manic state with paranoid trends. Their 
ages varied from 21 to 53 years, the dura- 
tion of psychosis from 4 months to 17 years. 
Ten patients were chronically ill and the re- 
maining five were more acutely so. A stan- 
dardized form was used throughout the in- 
terviews. At the time of initial examina- 
tion of ambulatory patients, selection was 
made for further study on the basis of de- 
monstrated evasiveness. The routine of life 
for the patients in the interim was essen- 
tially unchanged, These patients were un- 
informed of the purpose of the second inter- 
view and were examined at the bedside one- 
half to two hours after injection of the drug, 
the average time being one hour. The aver- 
age dose was .D. mgm. with a range of .25 
to 10 mgm. For those who received the 
larger doses in relation to their body weight 
the interview was initiated one-half hour af- 
ter injection in order to assure completion 
of examination before excessive depression 
ccecurred. Maximal drug effect was noted 
approximately one hour after administra- 
tion. 

Of 15 patients examined 2 were consid- 
ered to show a moderate increase of acces- 
sibility as noted by increased volubility with 
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admission of hallucinations and expression 
of delusions which were previously denied 
or were not observed earlier in as great 
amount. An additional 10 patients showed 
the same type of psychic reaction but to a 
lesser degree. It is believed important that 
increased verbalization correlated closely 
with the euphoria and enhanced amiability 
which was a result of the drug. Three pa- 
tients showed essentially no increase of ac- 
cessibility. They maintained evasiveness, 
circumstantiality and hostility although the 
last two qualities were diminished, Eupho- 
ria was not evident in this group. 


The most frequent subjective sensations 
to scopolamine were dryness of the mouth, 
drowsiness and dizziness. In order of de- 
creasing frequency the attendant objective 
signs were slurred speech, impairment of 
attention, confusion, restlessness, and im- 
pairment of memory. With occasional indi- 
vidual variation of susceptibility these find- 
ings were more frequently seen when the 
dosage was relatively large for the weight 
of the patient. 


No complications were noted with this 
study and the procedure is believed to be 
quite safe. The results obtained do not favor 
the frequent use of this technique, however. 
The groups which showed moderate increase 
and no increase of accessibility were com- 
prised of individuals chronically ill to severe 
degree. 

Other drugs are known to increase ac- 
cessibility. The effect of ethyl alcohol has 
been common knowledge for centuries. Sa- 
kel® observed a relationship between insulin 
hypoglycemia and “reactivation of psychotic 
symptoms.” This he felt due to activation 
oi a latent psychotic process. The prevalent 
use of intravenous barbiturates for inter- 
view purposes is evidence of its effective- 
ness. Volatile anesthetics of the methane 
series produce increased accessibility.” Wag- 
ner’ reported successful examination of a 
patient with a probable Ganser syndrome 
following ether anesthesia. It seems prob- 
able that chloroform anesthesia used with 
scopolamine by House and Vessie was of ad- 
ditive effect. It is notable that the above 
drugs are all depressants of the central ner- 
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vous system although their initial locys of 
action varies. The central action of SCOpo- 
lamine, as with insulin hypoglycemia, ab. 
pears closely related to that of ethyl alcoho, 
and the volatile anesthetics of the methane 
series both of which are classed as “irregy. 
larly descending depressants.”* They jnj. 
tially depress the cerebral cortex wheregs 
considerable evidence suggests that Sodium 
amytal initially depresses subcortical ley. 
els.. Our findings suggest that scopolamine 
alone in dosages of .25 to 1.0 mgm. is lim. 
ited in its effectiveness for interview pur. 
poses. However, it would appear to be of 
value in conjunction with the barbiturates 
as the empirical findings of others indicate. 


Summary 

Fifteen institutional paranoid patients 
were interviewed 2-3 weeks befove and one. 
half to 2 hours after intramuscular injection 
of .25-1.0 mgm. scopolamine. Two showed a 
moderate increase, ten a slight increase and 
three no increase of accessibility. The phar. 
macologic properties of scopolamine are 
briefly compared to those of ethyl alcohol, } 
insulin hypoglycemia, the volatile anesthet- f 
ics of the methane series, and rapid-acting f 
barbiturates. 
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Neurological Clinical Pathological Conference 
of the 
Cincinnati General Hospital 
CHARLES D. ARING, M.D., Editor 


CASE NO. 


Presentation 


A 67 year old colored man entered the hospital 
on February 2, 1950, and died on March 19, 1950. 

He had been getting along fairly well until ap- 
proximately 8 months before entry, when he no- 
ticed pain in his back and down the legs. He was 
seen in the Receiving Ward July 8, 1949 and X-ray 
examination of the lumbar spine was reported as 
normal. He did not return to the clinic. Shortly 
thereafter he noted weakness of the legs; they 
often collapsed under him. This progressed over 
a four month period until he could not move his 
legs at all. Two weeks before entry he noted dif- 
ficulty in voiding. He passed dark amber urine. 
There was no urinary incontinence but occasional 
episodes of fecal incontinence. He had been con- 
stipated for an indefinite period and took laxatives 
frequently. 

He said that he had had sensations of warmth, 
fever, and night sweats, but no chills. He coughed 
occasionally producing whitish material but had 
no bloody sputum. There was no history of ex- 
posure to tuberculosis. He had often had _indi- 
gestion partially relieved by soda. There had been 
no bloody or tarry stools. He had lost a large but 
unknown amount of weight. 

On February 2, 1950, his temperature was 100° F. 
He was well developed and moderately well nour- 
ished with evidence of recent weight loss. The 
skin was not remarkable and there was no lymph- 
adenopathy. The sclerae were muddy without ic- 


terus. There was bilateral arcus senilis. The fundi 
showed sclerotic vessels and normal discs. The 
nose, mouth, and neck were not remarkable. The 


trachea was in the midline. Respiratory expan- 
sions were diminished and there was _ percussion 
dullness, bronchial breathing, and numerous fine 
crackling rales at the left base. Respiratory rate 
was 22. The heart was questionably enlarged and 
the sounds indistinct, but there were no murmurs 
and the rhythm was regular. Pulse rate was 108; 
blood pressure 180/70. The slightly distended ab- 
domen showed generalized tenderness most marked 
in the suprapubic area. The bladder was not dis- 
tended and no organs or masses were palpated. The 
anal sphincter was atonic; no rectal masses were 
felt. The prostate was normal. 

Neurological examination showed no alteration 
of cranial nerve function. The upper extremities 
were normal except for questionable atrophy of the 
small muscles of the hands. The legs were flaccidly 
paralyzed. Sensation was absent below the level of 
the trochanters except for an area on the inner 
aspect of the right thigh. There was a narrow band 
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of hyperesthesia just above the level of anesthes.a. 
The arm reflexes were normal as were the abdomi- 
nal skin reflexes; deep reflexes were absent in the 
lower extremities. The plantar responses were 
flexor. 

The hemoglobin was 10.5 Gm. per 100 cc. and the 
red blood cell count was 2.77 million. The white 
blood cells numbered 8,900 with 86 per cent neu- 
trophils, 138 per cent lymphocytes, and 1 per cent 
monocytes in the differential count. The urine was 
clear yellow with a specific gravity of 1.018. There 
was a 1+ test for albumin and a negative test for 
sugar. The sediment contained 2 to 4 white blood 
cells and occasional red blood cells. Tests for 
Bence-Jones protein were negative on three occa- 
sions. Blood calcium was 9.3 and phosphorus 2.6 
mg. per 100 cc. The blood urea nitrogen was 55 mg. 
per 100 cc. The total protein was 5.3 with an al- 
bumin of 2.9 and a globulin of 2.4 Gm. per 100 cc. 
The acid phosphatase was 0.8 and the alkaline 
phosphatase 2.5 units per 100 cc. A Kahn test of 
the blood was negative. Sputum examinations were 
negative for pneumococci and acid fast organisms. 
A lumbar puncture between L-4 and L-5 showed 
a clear xanthochromic fluid under an initial pres- 
sure of 165 mm. of water which rose to 300 with 
straining, but there was no rise with application 
of a cuff about the neck inflated to a pressure of 
60 mm. Hg. There were three lymphocytes per 
cmm. and 1000 mg. of protein per 100 cc. 

Roentgen films of the chest taken at the bedside 
showed a hazy density in the left hemithorax sug- 
gesting fluid. Examination of the dorso-lumbar 
spine showed compression fracture of the 1st lum- 
bar vertebra with a destructive process involving 
the vertebral body and extending posteriorly to in- 
volve the pedicle, articulating facet, and probably 
the lamina. The adjacent interspaces were fairly 
well maintained. There was a question of a sim- 
ilar lesion in the anterior superior aspect of L-2. 
Bilateral paravertebral soft tissue swelling was 
present in the upper lumbar region. Intravenous 
pyelograms were unsatisfactory. The bladder was 
faintly seen after 30 minutes. Retrograde pyelo- 
grams showed good filling of the calyces and pelves. 
The right kidney was somewhat lower and more 
laterally situated than usual. There was some 
thinning of the left pelvis. Renal arteriogram was 
unsuccessful. An upper gastrointestinal series was 
negative. 

The patient ran a fluctuating temperature to 103‘ 
F. despite penicillin. He became totally incontinent 
and developed decubital ulcers. He became in- 
creasingly confused, then comatose, and 
quietly on March 31, 1950. 


expired 
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Differential Diagnosis 

Dr. Samuel A. Trufant*: As in all neuro- 
logic problems we can analyze first where 
the lesion is and what it is doing and then 
consider etiologic diagnosis. 

This patient appeared on the scene some 
seven months before he was finally brought 
to the hospital with a complaint of low back 
pain with radiation down the posterior as- 
pect of both legs. 
that (except by the radiologist for a mo- 
ment), and in the ensuing four months de- 
veloped weakness and finally complete paral- 
ysis of his lower extremities. He also had 
bladder and bowel dysfunction somewhat 
later in the course of his illness so that by 
the time he presented for admission he was 
paraplegic. 

From the history we have clues as to 
what was going on; we are dealing with a 
rather rapidly progressive disease produc- 
ing pain of root distribution. The late ap- 
pearance of bladder and bowel dysfunction, 
when coupled with the other historical facts, 
suggests that this is a low cord lesion. On 
examination we add to our knowledge that 
he had a sensory level on a line passing 
through the trochanters, roughly the level 
of L-2. I assume that this includes poste- 
riorly as well as anteriorly since nothing is 
said to the contrary. Sensory loss is total 
and complete except for a small area on the 
inner aspect of the right thigh. Another 
point that has to be mentioned in localiza- 
tion is the zone of hyperesthesia immedi- 
ately above the anesthetic area, suggesting 
possibly that this is an intrinsic cord lesion. 
Not necessarily so, however, since the zone 
of hyperesthesia may simply represent root 
irritation. Furthermore, were the level at 
the second lumbar segment of the cord, it 
would have to be at about the eleventh dor- 
sal vertebra since lower segmental cord rep- 
resentation does not correspond to the ver- 
tebrae. The flaccid paralysis is indicative 
of a lower motor neuron lesion and probably 
is related to destruction of the nerve roots 
of the cauda equina, It would be possible 
if the lesion completely destroyed the cord 
below L-2 to get a flaccid paralysis, but such 





*Assistant Professor of Neurology. 
lesions are not too likely. I think then that 
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we have here a lesion involving the lowe, 
cord, conus medullaris and cauda equina, a 
syndrome which has been well delineateg by 
Elsberg.' Whether or not this lesion ig one 
which compresses the cord or obstructs the 
flow of cerebrospinal fluid, we do not learn 
from a consideration of the history anq 
physical findings. 

The lumbar puncture helps our further 
analysis. The finding of a yellow cerebro. 
spinal iiuid containing a gram of protein 
(which undoubtedly clotted) constitutes 
Froin’s syndrome and is in itself indicatiye 
of a block. To make certain, pressure was 
placed on the jugular veins and no rise jp 
cerebrospinal fluid pressure was obtained, 
even with the application of a pressure of 
60 mm. of mercury about the neck. To make 
sure that the needle was in place the patient 
was instructed to strain and a fair rise jn 
pressure was obtained by this maneuver go 
that we know that the pressure studies are 
valid. We can now Say that we have a lesion 
blocking the cerebrospinal fluid system, 
probably compressing the lower cord and 
cauda equina at the level of the exit of the 
second lumbar nerve. It remains to be de- 
termined what the nature of this lesion is. 
For this purpose, we have to go to a con- 
sideration of his general status and his pre- 
senting complaints of gastrointestinal dis- 
turbance as well as some thought about the 
anemia, non-protein nitrogen retention, and 
of the roentgen findings. Will Doctor Felsen 
show us the X-rays? 

Dr, Benjamin Felson* : The first film made 
in July 1949 was reported as normal. In } 
retrospect, there is some question about the 
body of L-1 which shows a slight decrease 
in density which was attributed to gas. 

Next is a recumbent chest film made in 
February 1950. It shows a normal right 
lung field; the left pleural cavity is clouded 
probably by fluid. The heart is slightly er- 
larged and the aorta moderately dilated. 

The next film made in February 1950 is 
a lateral view of the lumbar spine. The 
bodies of L-2 and D-12 appear normal, but 
a flat disc is all that remains of the body of 
L-1. The neural arch is not nearly as dense 
as those of the adjacent vertebrae and is 
apparently also involved. This can be seel 





*Professor of Radiology. 
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better in the AP view. The intervertebral 
discs are quite normal in width. An antero- 
osterior view of the same study I think 
the destruction of L-1 can be readily noted. 
The top of the body of L-2 may also be in- 
volved. The pedicles, laminae, and trans- 
verse processes of L-1 are also destroyed 
put the spinous process remains intact. 

An abdominal aortogram was not too suc- 
cessful. It showed no abnormal arterial 
patterns. Finally, we have a retrograde 
pyelogram in which normal kidney patterns 
are seen, but the left kidney and perhaps 
also the right are displaced laterally. This 
is further evidence that the masses are par- 
avertebral. 

In summary, there is destruction of the 
body and neural arches of L-1, possibly some 
extension to L-2, and paravertebral soft tis- 
sue masses with evidence of lateral displace- 
ment of the kidneys. The gastro-enteric 
series and pyelograms were normal. There 
was pleural fluid in the left hemithorax. 

Dr. Trufant: We are faced with diagnos- 
ing a lesion which has destroyed the verte- 
brae and given rise to a large soft tissue 
mass. Looking generally at the patient we 
have a man who complained of back pain, 
weakness, gastro-enteric disturbances who 
sustained profound weight loss, and who had 
on laboratory examination other than spinal 
fluid block, anemia, slight albuminuria, and 
retention of non-protein nitrogen. It is con- 
ceivable that this might represent a primary 
cord tumor. It is, however, very unlikely. 
The patient is in the older age range which 
would be unusual in itself, The degree of 
destruction of the vertebrae over so short 
a period of time and the large paraspinal 
mass are all points against a primary lesion 
of the cord or its meninges. The spinal cord 
tumor most likely to cause such a picture 
would be the giant (myxofibroblastoma) 
tumor of the cauda equina. That is a slow 
growing neoplasm which does not give this 
destructive picture. Furthermore, it is con- 
sidered to be of a benign nature. Meningeal 
sarcoma might possibly do this, but again 
the age range and the localized destruction 
would be against such a possibility. 

Primary tumors of the bone have to be 
considered. The benign tumors we can 
safely omit from the discussion. Of malig- 
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nant tumors, osteolytic sarcoma is an ex- 
tremely rare tumor of vertebrae and falls in 
the younger age range. Another such tu- 
mor, the myeloma, we will consider later. 

The metastatic tumors that have to be 
considered are numerous. Practically every 
carcinoma at some time or another has been 
reported to have metastasized to a vertebra 
and given symptoms and signs of compres- 
sion. However, most of them can probably 
be eliminated on the basis of frequency and 
because of the mass in the abdomen. That 
most likely to metastasize to bone and ver- 
tebrae is cancer of the breast, which I think 
we can safely eliminate here. Cancer of 
the prostate in the male metastasizes to the 
vertebral column, but in general is a scleros- 
ing lesion. Furthermore, no abnormality 
was felt in the prostate, and, although can- 
cer of the prostate does occur without a pal- 
pable mass and it does occur in this age 
range, we can probably eliminate it except 
as an outside possibility. Furthermore, the 
acid phosphatase which we would have liked 
to have seen elevated is only minimally so. 

Cancer of the lung metastasizes to verte- 
brae, but an explosive tumor such as cancer 
of the lung rarely gives rise to solitary 
metastasis. Furthermore, on X-ray we have 
no evidence for cancer of the lung. We have 
a film that is admittedly not as satisfactory 
as Doctor Felson might have liked, but it 
does not contain the evidence. 


Cancer of the kidney, hypernephroma, is 
an intriguing possibility. This tumor dis- 
places the kidney—the kidneys are not in 
their ordinary positions here and it fre- 
quently metastasizes to vertebrae. The clas- 
sical symptoms of pain and hematuria so 
frequently described are late symptoms, 
whereas they have presented primarily with 
signs of cord compression in our patient. 
However, that hypernephroma would have 
gone on for this length of time without hav- 
ing shown more than simple displacement 
of the kidney, without having shown some 
deformity of the pelvis of the calyces or 
hematuria in terminal stages, I believe would 
be most unlikely. 

There are two lesions to which I think this 
narrows down, the primary retroperitoneal 
tumors and the myeloma. The primary 
retroperitoneal tumors are most frequently 
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malignant. They metastasize to the verte- 
brae, they form a paraspinal mass in the 
abdomen, they displace the kidney, and dis- 
place the gastro-enteric tract, They usually 
occur in a somewhat younger age range but 
have been known up to 67 and older. 
Whether or not they would give, except as 
a terminal event, the general symptoms, the 
anemia, and the retention of NPN that this 
man showed, I doubt. 

I am particularly intrigued with Dr. Fel- 
son’s point that perhaps as early as the first 
films there was some evidence of a bony 
lesion though no statement can be made as 
to the presence or absence of a retroperi- 
toneal mass. A man of 67 who complains 
of back pain, who has vague general com- 
plaints, weight loss, and the other findings 
that this man had, presenting finally a para- 
plegia, certainly raises seriously the ques- 
tion of myeloma, usually multiple. I think 
it likely that this was the diagnosis first en- 
tertained in this man. Certainly it was be- 
ing considered in the studies of the Bence- 
Jones protein in the urine, in the A-G ratio 
and in other blood studies that were done. 
On the basis of this tumor I would be able 
to explain everything except the singularly 
singleness of the lesion. However, solitary 
myelomas do occur, and a significant per- 
centage of them are found in the vertebrae. 
In 61 cases in one series,’ 11 were in ver- 
tebrae, most of them in lower dorsal verte- 
brae. Our roentgengraphic picture could be 
explained on this basis, the tumor extending 
paraspinally. 

The Bence-Jones protein was reported to 
be present in some 20 per cent of cases of 
solitary myeloma instead of in the usual 65 
or 70 per cent. That the serum protein was 
not increased does not particularly disturb 
me since many cases of myeloma do not 
show this, It would have been nice to have 
had some of the adjunctive studies such as 
a sternal marrow. 

My impression is that the patient had ei- 
ther a primary retroperitoneal tumor which 
would probably be a sarcoma or a Solitary 
myeloma. Because of the man’s age and 
the general picture, I believe that this is a 
case of solitary myeloma with destruction 
of the upper lumbar vertebrae and compres- 
sion of the cauda equina, perhaps with inva- 
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sion of the cauda equina. The chest legion 
may or may not be related to this, we haye 
no definitive evidence in the material at hand 
that allows us to say what this chest lesion 
really is. 

Dr. Paul Wozencraft: Were the sternaj 
puncture findings withheld intentionally? 

Dr. Robert Helm: There were no sterna| 
punctures. 

Dr, Sander Goodman: Were there pleura] 
fluid studies ? 

Dr. Robert Helm: Pleural aspirations Were 
made and only small amounts of fluid were 
obtained, from 30 to 35 cc. The fluid con. 
tained a few red cells. No white cells were 
seen. Cultures and acid fast studies were 
negative. 

Dr. M. A. Blankenhorn: Dr. Felson, what 
was the indication for an aortogram? 

Dr. Felson: As I recall, an intravenous 
pyelogram raised some question about the 
function of one kidney and with the mags 
the possibility of a renal tumor was prob- 
ably considered. If localized pooling of dye 
in the kidney is shown on abdominal arte. 
riography, the presence of a tumor can be 
established even if pyelograms are normal. } 

Dr, E. B. Ferris: Since the possibility of | 
metastatic tumor was suggested on the 
ward, I would like to ask how frequently in | 
metastatic lesions one sees such a large } 
mass as this patient had? 

Dr. Felson: We have seen some Cases 
where metastatic carcinoma is_ massed 
around vertebrae but not to this extent. The 
most interesting finding was the involve | 
ment of the neural arch, Usually we see 
metastases in the body or occasionally in the 
arch but seldom do we see a solitary met: f 
astasis extending from one to the other. 
This finding led the Roentgenology Depart: [ 
ment to state that the most likely possibility 
was solitary myeloma. We felt, in the dif- } 
ferential diagnosis, that inflammatory le 
sions such as tuberculosis were unlikely be- 
cause of the absence of intervertebral disc 
narrowing and the presence of neural arch 
involvement. Metastatic carcinoma was un: 
likely because of such a big paravertebral f 
mass and the neural arch involvement. We 
therefore thought we were dealing witha f 
primary tumor of the spine. We felt that f 
it couldn’t arise from the cord because of § 
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its extent, therefore it was a primary bone 
lesion. Of the primary malignant bone le- 
sions of the spine, myeloma leads, and there- 
fore our diagnosis. 

pr. Blankenhorn: How often do you see 
sarcoma of the spine? 

Dr. Felson: Very rarely. Primary sar- 
coma exclusive of lymphoma is rare in the 
spine and especially in a patient of this age. 

Dr, Edward Gall: What is the frequency 
with which you see large soft tissue masses 
in solitary myeloma? 

Dr. Felson: We have two other cases in 
our files. Both of them showed soft tissue 
masses but not of this size. 

Dr. Gall: Only two other cases of mye- 
loma? 

Dr. Felson: Of solitary myeloma of the 
spine. We have a few cases of solitary mye- 
loma of other bones. There are two types, 
one resembling giant cell tumor; the other, 
metastatic malignancy. We had a case of 
solitary myeloma in the humerus which 
showed a large soft tissue mass. 

Dr. Josiah Brown: Was there a bone sur- 
vey, especially of the skull? 

Dr. Felson: No. We have films of the en- 
tire spine and of the humerus, none of the 
skull. 

Dr, Richard Vilter: It might have been 
possible if this were a myeloma to get the 
cells out of the spinous process by aspira- 
tion, particularly since the vertebra was so 
universally involved. We can do spinous 
process punctures and get aspirate back. 

Dr, Charles D, Aring: Was there recorded 
much complaint of radiating pain? I have 
come to look upon retroperitoneal sarcomas 
particularly as presenting the radiating type 
of pain one sees in tabes dorsalis, probably 
because of involvement of nerve roots. 

Dr. Helm: His back pain began in June 
1949, and the only radiation described at 
that time was down the legs. While on the 
ward he had pain in his back, sides, and 
abdomen that might have been considered 
to be radiating in type. 

Dr. J. Park Biehl: Doctor Vilter, would 
you expect bone marrow studies to be of 
much help in solitary myeloma? 

Dr, Vilter: In the particular vertebra that 
Was involved, yes, but in the sternal mar- 
row I wouldn’t want to predict because 


sometimes one may have a solitary tumor 
mass of myeloma cells without sternal mar- 
row involvement until late in the course of 
the disease. It is perfectly possible that one 
might have picked up a lead in the sternal 
marrow, but I would say that the spinous 
process of the involved vertebra would have 
been the site for puncture. 


Discussion of Pathology 

Dr. Paul Wozencraft*: The term that we 
prefer for the disease this patient had is 
plasmacytic myeloma or plasma cell mye- 
loma. The distinction between solitary and 
multiple myeloma is an artificial one because 
as far as we can tell it is the same disease 
process whether it first presents as multiple 
lesions isolated in a single bone or even in 
soft tissue. The tumor cell is the plasma 
cell, and the disease belongs to the lym- 
phoma group, This patient had a tumor 
mass overlying the bodies of L-1 and L-2, 
and it was a large discoid mass about 10 cm. 
in its greatest diameter. It is doubtful that 
it could have been palpable during life. The 
body of L-1 was collapsed, the body of L-2 
was involved, and the psoas muscles were 
involved. It involved the dura, and within 
the subdural space there were two discreet 
masses at the level L-4 and 5 of the spinal 
cord. 

Sections show almost complete destruc- 
tion of all elements of the cord at the levels 
of compression. The tumor has not invaded 
the cord, however. There was neoplastic 
infiltration of dura and posterior nerve 
roots. The tumor was of a very cellular 
structure in which the majority of the cells 
could be identified as plasma cells. There 
was some nuclear variation but few mitotic 
figures were seen. 

Findings in the viscera were not striking. 
The left pleural cavity was obliterated by 
fibrinous adhesions so we did not find fluid 
at the time of autopsy. The lungs showed 
acute bronchitis and lobular pneumonia, The 
high blood urea nitrogen is perhaps not too 
well explained by our findings. The bladder 
was contracted and there was acute cystitis, 
but this inflammation did not extend up- 
ward. There was mild arterial and arterio- 
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lar nephrosclerosis, but the kidneys micro- 
scopically appeared to be capable of ade- 
quate function. 


Clinical Diagnosis 
Metastasis to the upper lumbar vertebra 
and cauda equina from bronchiogenic car- 


cinoma. 
Dr. Trufant’s Diagnosis 

Solitary myeloma of the upper lumbar 
vertebrae with invasion and/or compression 
of the cauda equina and paraspinal exten- 
sion. 

Anatomical Diagnosis 

Plasma cell myeloma of vertebrae L-1 and 
L-2 with paraspinal extension and extension 
into the subdural space with destruction of 
the spinal cord by compression below L-4 
level. 

Acute bronchitis and lobular pneumonia. 

Fibrinous pleuritis, left. 

Acute cystitis. 

Multiple decubitus ulceration. 

Dr. Gall: Was there involvement of bone marrow 
elsewhere than in the area described? 

Dr. Wozencraft: There is a section of bone mar- 
row from the sternum that does not show tumor. 

Dr. Blankenhorn: The elevated urea nitrogen is 
a bit confusing. What changes occurred in the 
urea nitrogen as the hospital course progressed? 

Dr. Helm: The initial urea value was 55 mg. per 
cent; on March 14 it was 37 mg. per cent. 

Dr. Blankenhorn: The urea nitrogen is hardly 
significant coming down rather than going up. 

Dr. Gall: Dr. Vilter, what proportion of cases of 
isolated plasmacytoma have renal alterations? 

Dr. Vilter: I don’t remember any. It is a com- 
mon occurrence in the disseminating disease, but 
in the local ones I don’t remember any evidence of 
tubular casts or kidney damage because of the ab- 
normal protein. After all these people with a local 
lesion do not ordinarily have damaged tubules. As 
Dr. Trufant pointed out, they have Bence-Jones 
proteinuria and elevation of the serum globulin 
only infrequently. These abnormalities seem to de- 
pend upon the number of plasma cells which exist 
in the marrow and in other parts of the body. When 
these cells are not widespread one would not expect 
much in the way of kidney damage. 

Dr. Gall: I wasn’t quite clear from what you 
said earlier as to your estimate of the frequency 
of general marrow involvement in individuals with 
isolated plasmacytoma. 

Dr. Vilter: We haven’t had enough experience in 
this matter. I would say that there is about a 20 
per cent chance of getting a diagnostic picture of 
plasma cell infiltration in the sternal marrow while 
the myeloma was “solitary” but if one went into 
the area involved, as shown by X-ray, I think one 
would have almost 100 per cent chance. 
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Dr. Gall: The experience we have is quite dif. 
ferent for understandable reasons. It is not com- 
mon for us to find individuals with isolateg mye. 
lomas come to autopsy as this patient did Without 
evidence of excessive numbers of plasma cells in 
the marrow elsewhere. 

Dr. Blankenhorn: Will Dr. Vilter discuss therapy 
especially stilbamidine and urethane, in the dis. 
seminated as compared to the solitary disease. 

Dr. Vilter: I would sum it up in two Words, “no 
good.” 

Dr. Gall: Which? 

Dr. Vilter: Neither of them in our hands are any 
good. We have had a number of disseminated 
plasmacytomas treated with urethane and two or 
three years ago with stilbamidine with perhaps, ig 
one stretches the point, a little improvement. We 
have had only a few local plasmacytomas, and those 
can usually be treated with deep X-ray radiation 
with perhaps better results than we have seen ip 
the disseminated situations with stilbamidine or 
urethane. I think Dr. Rundle’s original enthusiasm 
about urethane in the treatment of myelomas has 
waned. Our results have been poor. 

Dr. Gall: Would you say a word about the effect 
of radiotherapy ? 

Dr. Felson: I can recall off-hand two cases of sol- 
itary myeloma who had radiation therapy. One of 
them was very similar to this one. He had a dorsal 
spine lesion with complete paraplegia from the 
waist down. The patient was explored and nothing | 
could be done. Deep radiation therapy was given 
and the patient walked out of the hospital three 
weeks later, only to return in about six months with 
recurrence of the paraplegia. He died from the le 
The other patient had a lesion in the shoulder 
which was controlled for ten years-——it might have 
remained quiescent without therapy and he 
then developed generalized involvement and died. 
Whether the second case was benefited or not, I 
don’t know because the shoulder lesion itself did 
not clear up. In the case of the spinal lesion there 
was compete regeneration of bone. From the stand- 
poilnt of palliation I think X-ray therapy is useful, 
but it isn’t that a cure is effected even with a sol- 
itary myeloma. It must be remembered that some 
will survive for ten years without therapy. 

Dr. Vilter: Dr. Felson, we saw a patient in the 
Medical Clinic this morning with local lesion in the 
left orbit and hip. The patient was treated for 
both lesions with X-ray, and, although there is still 
no evidence of regression of the lesions on the 
roentgenogram, the proptosis is definitely less, and 
the bone pain in both lesions had completely dis- 
appeared. The patient is happy about it, and I 
don’t believe we could have gotten nearly that much 
improvement with urethane alone. 


sion. 
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MEDICAL NEUROPATHOLOGY by 7. Mark 
Scheinker, M.D, (Published by Charles 
C. Thomas, Springfield, Ill., 1951. 385 
pages, 186 illustrations. ) 

The great frequency of central nervous 
system complications of systemic discases 
has been long appreciated, but the standard 
books in neuropathology have not devoted a 
very large amount of space to consideration 
of these problems. This present volume by 





Doctor Scheinker is an outstanding contri- 
bution toward linking gencral pathology and 
neuropathology. It supplements and is com- 
plementary to his two previous major con- 
tributions, ‘‘Neurosurgical Pathology” and 
Neuropathology in Its Clinical Pathological 
Aspects.” The descriptions of postmortem 
material and accompanying photomicro- 
graphs are excellent. To the clinician, how- 
ever, the great value of this book lies largely 
in the fact that the author has gone far 
beyond a static concept of neuropathology, 
and presents many lucid considerations of 
the more or less reversible changes occur- 
ring in the nervous system with systemic 
disease. He devotes a great deal of space in 
the text to clinico-pathological correlations. 
The entire volume is clinically and dynami- 
cally oriented throughout, and brief case 
histories are frequently given preceding the 
considerations of pathological changes. 

The organization of the book is rather 
novel in that various extracerebral condi- 
tions and their cerebral manifestations are 
taken up successively, rather than the ma- 
terial being organized along the traditional 
lines of neuropathology textbook. Approxi- 
mately one-half the volume is devoted to the 
cerebral manifestations in cardiac diseases 
and in vascular diseases, both reversible and 
structural. The remainder of the text is de- 
voted to a consideration of cerebral reac- 
tions to chemotherapy and exogenous toxins, 
the cerebral manifestations in blood dyscra- 
sias, in lung disease, in liver disease, and a 
Separate chapter on polyneuritis and ‘neu- 
ritis. 

The author’s previously described concept 
of “vasoporosis,” ‘““vasoparalysis,” and “vas- 
othrombosis” is given considerable space, 
and is seen to be manifested in many dif- 
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ferent disorders associated with the distur- 
bance of rate of flow, degree of oxygenation, 
and other factors bearing on the mainte- 
nance and support of the cerebral vascular 
supply. These processes are seen as succes- 
sive phases of a single morbid process within 
the central nervous system. In the section 
dealing with multiple sclerosis, the author 
presents evidence to further the view that 
the demylenated plaques are in relation to 
areas of vascular disturbance, a theory 
which is still widely debated. The author 
also presents a lucid thecry of the patholog- 
ical physiology in the so-called Guillain- 
Barré syndrome, discussed by him under the 
heading ‘‘acute polyneuritis.”’ 

The bibliography with 313 titles is ade- 
quate and well selected. It is the author’s 
conviction that “if neuropathology is to re- 
tain its practicability, it does so as an in- 
tegral part of general pathology, not as an 
isolated specialty.” In this text, he has ex- 
pressly set out to bridge the gap in these two 
disciplines, and this is ably accomplished. 
The text has much of value to every physi- 
cian, and certainly every neuropsychiatrist 
and every internist will find it an invaluable 
reference book in a field that has heretofore 
been largely neglected. 

WILLIAM CANTRELL, M.D. 
Galveston, Texas. 
THE NEUROSES by Walter C. Alvarez, M.D. 
(Published by W. B. Saunders Com- 
pany, Philadelphia, 1951.) 

This most recent book by Dr. Alvarez is 
an attempt to preserve, in his words, “by a 
non-psychiatrist for other non-psychia- 
trists” some of his ‘hundreds of little se- 
crets of diagnosis and treatment.’ The book 
is a comprehensive survey of the neuroses 
and minor psychoses particularly as they 
might apply to the patients seen by intern- 
ists and general practitioners, Part I, the 
introduction, is a plea for a better recog- 
nition of neuroses and minor psychosis. Part 
II is concerned with diagnosis and contains 
hints on history taking, hints for recogniz- 
ing the neurotic patient, and a particularly 
stimulating discussion of “disregarding find- 
ings that have nothing to do with the case.” 
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Part III discusses the causes of ‘neuroses and 
psychoses. This is not a comprehensive sur- 
vey of this topic but rather includes certain 
aspects the author feels have been neglected, 
such as “poor nervous heredity” and “little 
strokes.” Part IV describes the types of 
personality and several syndromes. This also 
is a sketchy exposition but does point up 
many facts that frequently are overlooked. 
Part V, probably the strongest and most 
provocative section, is entitled “the psycho- 
somatic features of several specialties.’’ The 
author handles this section well. The aver- 
age reader can gain a great deal from this 
section alone. Section VI handles ‘Treat- 
ment” and is concerned primarily with the 
approach of the physician to his patients. 


There is also included a comprehensiye bib. 
liography plus a list of state mental hygiene 
societies and commitment procedures, 
This book succeeds admirably in jty 
avowed purpose of helping non-psychiatrigtg 
to a better understanding of their patients 
From a wealth of medical knowledge and. 
experience, Dr, Alvarez has here set down 
many hints and cues of the kind not usually. 
taught in medical schools but still of the 
utmost importance. To the medical Students 
who are concerned and incredulous whey 
some older G.P.’s claim they can “gma 
diphtheria,” this book is particularly 
ommended. 
JOHN K. TORRENS, M.D,. 
University of Chicago, 
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